Post lumbar puncture headache From Dr R A Bowie Consultant Anaesthetist Victoria Hospital. Kirkcaldy, Fife
Dear Sir, I was most interested to read the correspondence on post lumbar puncture headache (LPH) in November 1982 issue (p 915), following the study reported by Handler et al. last June (p 404) . It recalled to me a paper which I heard delivered at the meeting of the European Society of Regional Anaesthesia in Paris in September 1981. A Dr Wilkening from Briet reported on a study of spinal anaesthesia in urological surgery. He believed that the dura mater can move over several centimetres by flexion and extension of the spine. His recommendation of hyperextension of the neck during the lumbar puncture allowed the dural fibres to be slack in the lumbar region. After completion of the injection of the local anaesthetic the patient's neck was then flexed by placing a pillow behind the head, thus producing tension in the long fibres of the dura and so closing the gap in the puncture hole. This position was maintained postoperatively. Using both 22FG and 25FG needles he was able to reduce the incidence of LPH to the order of 0.5% (Laussauniere et al. 1980 (Laussauniere et al. , 1981 .
As an anaesthetist using spinal anaesthesia, I was amazed to find Dr Handler's team using needles as large as 18FG. We would not normally use needles larger than 20FG, though most commonly 22 and 25FG (the last one with the aid of an introducer). As generally recommended, the bevel should be kept in the sagittal plane so as to separate, rather than divide, the longitudinal fibres of the dura.
However, one must agree that the presence or absence of LPH is unpredictable. Anaesthetists attempting epidural injections may occasionally produce an accidental dural puncture, commonly using a 16FG Tuohy needle, Although usually one would take prophylactic steps such as continuous infusion of normal saline into the epidural space with the patient in the horizontal position, supine or prone, one is surprised to find that no headache may follow an unmistakable dural puncture by a large needle. Yours sincerely 1980) Anesthesie, analgesie, reanimation 29, Nos, 7-8, 413 Treatment of Fournier's gangrene in India From Mr Ian P Todd St Bartholomew's and SI Mark's Hospitals, London Dear Sir, I have been interested in the correspondence concerning Fournier's gangrene (October 1982 Journal, p 829; November, p 916) and having recently been in India at the Christian Medical College, Vellore, I was interested in the frequency of this condition there. In fact in one week I saw four cases. Most were associated with diabetes mellitus which is often uncontrolled, as the rural Indian is unlikely to adhere either to his diet or to a correct dosage of drugs. Nevertheless, they rarely die (one in the three months I was there died of uncontrollable diabetes), but they are all treated by a radical excision of the affected skin, allowed to granulate and a skin graft applied. Yours faithfully I P TODD
